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Abstract 
 This research proposal contains and introduction to my proposed research, 
background of the issue at hand, purpose of the research, significance of the research, 
research questions that I will be asking, definition of terms, limitations that I may be facing, 
literature review, SWOT Analysis, and Work Flow diagram on literature review. Also 
discussed are my proposed research methodology, research design, population sample, data 
collection procedures, as well as a table of survey variables that I propose to include. This 
proposal will go over why documentation quality and quantity is so important and the history 
behind why we are facing a documentation crisis. I am proposing to be able to conduct my 
research to see how the documentation quality and quantity has improved, or declined since 
the implementation of EHRs and voice recognition systems across the North Eastern 
Pennsylvania Region. 
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Chapter 1 
Introduction 
 Quantity and quality of provider documentation has been a concern in the Health 
Care field for years. There have been many initiatives implemented in order to correct this 
issue. The latest initiative is being conducted through the Centers for Medicare and Medicaid 
Services (CMS). CMS has instituted the initiative of Meaningful Use (MU). This prompted 
healthcare organizations across the United States of America to implement Electronic Health 
Records (EHRs). Because of the recently growing pressures from the government to improve 
quality of care in our Health Care System and reduce costs, the Meaningful Use (MU) 
initiatives have forced organizations to adopt and implement Electronic Health Records 
(EHRs). Healthcare organizations are rapidly adopting EHRs in order to meet the MU 
initiatives in order to receive the financial incentives and to avoid the financial penalties. 
Overall they want to improve the quality of the patient care, reduce costs, and improve 
documentation. 
 EHRs were thought to make documenting easier, more accessible, more timely and 
overall of better quality.  Since, the MU initiatives have come out organizations have been 
pushing to implement their EHRs within the timeframes set by CMS, resulting in systems 
being implemented prematurely with lack of training.  
 Due to the rushed time frames to avoid financial penalties and receive the financial 
gains from CMS, health care organizations have seen a decrease in quality and quantity of 
documentation.  
Background of the Problem  
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  In 2009, the American Recovery and Reinvestment Act (ARRA) as well as the 
Health Information Technology for Economic and Clinical Health (HITECH) Act 
promoted the implementation of health information technology, EHRs. Centers for 
Medicare and Medicaid (CMS) implemented incentives of MU. In order to meet the 
incentives and avoid the penalties EHRs were implemented and adopted faster than they 
should have been. This resulted in lack of training, interoperability, as well as checks and 
balances for documentation completeness.   
Purpose of Study 
  The purpose of the study is to analyze the documentation within the EHRs to see if 
the quality and quantity have decreased across the board  
Significance of Study  
  This study is important to the health profession, especially Health Information 
Management (HIM) because documentation is the foundation to health care. Not only the 
quality of care for the patient, but also, ensures timely, effective, efficient care over all for 
patients.  The documentation quantity and quality is not only important to patient care but 
the foundation of the organization as well.   
 The facilities financial status is dependent upon quality documentation. If the 
documentation is not specific and as detailed and in depth as it should be then the codes that 
are assigned will not be to the highest level of Diagnosis Related Diseases (DRGS), as well 
as severity of illness level will not be  at its highest. If the DRG and Severity of Illness level 
are not at the highest they can be then the facility is losing revenue. Coders can only code 
what is documented. With ICD-10 and the level of specificity needed to reach an accurate 
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code the documentation needs to be very detailed and specific, more then we have ever 
expected of our physicians.  
 Moving toward EHRs and away from the traditional paper has also posed some 
problems with documentation. I have personally seen a decline in quantity of documentation, 
as physicians now have the responsibility to document themselves. Even with voice 
recognition, they not only have to voice the dictation but they are responsible for any proof 
reading, verification etc. that traditionally was another department’s responsibility. Providers 
are being required to do more and more administrative items than ever before.  This study 
will see if there is a link between providers physically typing their notes, using front end 
voice recognition, or back end voice recognition systems to see if the health care industry 
still needs transcriptionists to aid in the documentation process.  
Conceptual Frame of Reference  
 This study is based on the work of health care providers. This study will attempt to 
prove or disprove that EHRs have improved provider documentation with quality and 
quantity of documentation. 
Research Questions 
 Has the implementation of EHRs increased the quality and quantity of the 
provider’s documentation?  
 Based on historical baselines for documentation delinquencies in the paper 
record, have the documentation delinquencies gone up or gone down in 
number value and percentages since the implementation of the EHR? 
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  Based on historical baselines for documentation delinquencies in the paper 
record, have the documentation delinquencies gone up or gone down since 
the implementation of voice recognition systems? 
 Comparing and contrasting input methods, which input method has the best 
documentation turnaround time, quality, and quantity of documentation? 
 Which input method, free text, templates, voice recognition, or dictation do 
your facilities providers prefer? 
  Which input methods yield the best documentation for the HIM department? 
Definition of Terms  
Electronic Medical Record is often used interchangeably with EHR but does have 
a different definition. “An electronic medical record (EMR) is a digital version of the 
traditional paper-based medical record for an individual. The EMR represents a medical 
record within a single facility, such as a doctor's office or a clinic” (What is, 2015). 
Electronic Health Record is defined by HIMSS as “a longitudinal electronic record of 
patient health information generated by one or more encounters in any care delivery 
setting” (HIMSS, 2015). Free Text is the text that is typed into the computer systems 
without any formatting; there are no rules for how the text is entered. Voice recognition 
systems are electronic systems that are able to convert spoken words into text on the 
computer. Documentation turnaround time is the time from the start point until the 
documentation has been entered into the system either via text, dictation, or voice 
recognition. The start times all depend on the type of documentation, such as: History and 
Physicals start time is admission, Operative Reports start time is the time of the surgery, 
and Discharge Summaries start time is the time the patient is discharged from the facility. 
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Limitations  
 The areas that I am concerned with currently are that I do not have current access to 
hands on data. I will be sending out a premade Qualtrics survey to all the hospitals in the 
region. Some hospitals may not have studied the increase or decrease in documentation as 
we did at my previous facility. They may not have a base line and a monthly gage to see if 
the documentation since implementation has improved. The facilities may be at different 
stages of implementation for the EHR and therefore the statistics may be skewed. Health 
Information departments are currently at a period where they are constrained timewise with 
the recent ICD-10 implementation. Due to that factor I may not get responses to my survey. 
Many facilities may also not be willing to honestly share their documentation statistics for 
research.  
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Chapter 2 
Review of the Literature  
 The purpose of this literature review was to see what literature there is currently out 
there on the quality and quantity of documentation within the EHR.  I have included a brief 
introduction on the topic, the purpose of the review, the databases utilized, populations 
studied, methodology, variables, results and findings, limitations to their studies, and 
analysis of the results.  
Introduction 
Patient care and safety are Hospital’s number one priority. In order to care for 
patients effectively and efficiently the providers must have the patient’s information in 
the form of a Medical Record. Data quality within medical records has been an issue for 
many years. Inaccurate data not only threatens patient safety, but it also can lead to 
increased costs, inefficiencies, and poor financial performance (2015, p. 58). 
Documentation errors can also inhibit reimbursement, payments, and health information 
exchange (HIE) (2015, p. 58). Not only does the documentation effect patient safety and 
payments, but inefficient and inaccurate documentation can also hold us back in clinical 
research, performance improvement, and quality measurement initiatives (2015, p. 58). 
How we provide health care and the level of quality of the healthcare we provide all 
depends on the availability of quality information and data within the medical record.  
Converting documentation from paper based to EHRs has been thought to be the overall 
solution to improving the care and safety of patients. Due to this concept the government 
has stepped in and made regulations for organizations to implementation the EHR. They 
have done this with payment incentives and penalties if the EHRs are not implemented 
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and used “meaningfully” within a certain timeframe. Due to this limited timeframe the 
quality of the documentation within the EHR may be at risk. 
The Purpose of this Review 
 EHRs have been said to be a means to improve the quality of medical 
documentation, medical care, medical safety, and reduce the overall costs in the United 
States.  It has been said that EHRs and clinical decision support systems (CDSS) have 
improved the quality of care in certain settings (Linder, Schnipper, Middleton, 2012). 
Overall, nationally, a gain has not yet been seen from the implementation of CDSS and 
EHRs (Linder, Schnipper, Middleton, 2012). Physicians are utilizing the EHRs mainly 
for documentation purposes, just as they did the paper record, not focusing on areas of 
quality, accessibility, efficiency and overall better documentation. 
Databases Utilized 
 This literature review for this paper was conducted on-line. Research focused 
on peer reviewed articles found within the PubMed, CINAHL, and Google Scholar 
Databases. The research was conducted using relative search terms and phrases such as; 
Electronic Health Record (EHR), Electronic Medical Record (EMR), computerized 
patient records, documentation, quality of documentation, errors in documentation, 
reduced documentation, gaps in documentation, quality of documentation, errors in 
documentation, lack of documentation and quality assessments. The chosen literature 
articles where restricted to the past five years (2010- 2015). In PubMed the search was 
also restricted to those articles written on human subject, in English, with free full text. 
This study was done to determine the quality of documentation with EHRs. The intent of 
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this review is to see if the implementations of EHRs across the country improve 
healthcare’s overall documentation quality. 
Populations Studied 
 The first article was studying Psychiatric providers. The second study was on 
Nurse Practitioners (NPs). The third article studied primary care clinicians, nurses and 
administration. They choose three focus groups (one each with nurses, practitioners and 
administrators) at each site were conducted at the Seattle Division of Veterans Affairs 
(VA) Puget Sound (Washington), and at the VA Medical Centers in Walla Walla 
(Washington), Salt Lake City (Utah) and Cincinnati (Ohio). At the American Lake 
Division of VA Puget Sound (Washington), only nurses and practitioners were involved, 
for a total of two focus groups (Embi, Weir, Efthimiadis, Thielke, Hedeen, & Hammond, 
2013). The fourth article studied primary care provider’s documentation on Diabetics and 
Coronary Artery disease patients. This study was done through Partners Primary Care 
Practice Based Research Network, which is an integrated regional healthcare delivery 
network in eastern Massachusetts (Linder, Schnipper, Middleton, 2012). This network 
includes over 20 primary care clinics which are all affiliated with Brigham and Women's 
Hospital and Massachusetts General Hospital (Linder, Schnipper, Middleton, 2012).. The 
main EHR used in Partners HealthCare ambulatory clinics is the Longitudinal Medical 
Record (LMR) (Linder, Schnipper, Middleton, 2012). 
Survey Method 
 Each article in this literature review had a different method in which they 
conducted their research. Each articles primary concern was quality and documentation 
of some sort. The first article used was a Psychiatric facility that utilized a series of 
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Wilcoxon signed ranked tests to compare pre and post SR Measures (Derman, 
Arenovich,& Strauss, 2010). They also used a qualitative study design. 
  The second article was a Nurse Practitioner’s (NP) office for Oncology 
patients. This study utilized quality oncology practice initiative (QOPI) measures before 
and after educational intervention with shortcuts and “Smart-Phrases”. They selected 
patients seen at the facility during a period of January to March 2012 (Derman, 
Arenovich, & Strauss, 2010). They excluded surgical oncology, radiation oncology, and 
bone marrow transplants from their data (Derman, Arenovich, & Strauss, 2010). They 
utilized random numbers on all medical records, in which they then would select random 
numbers totaling 5 charts for each NP at the facility for the pre-intervention audit of 
interrater reliability (Derman, Arenovich, & Strauss, 2010). They then selected 100 
patients retrospectively to evaluate the QOPI measures. They then developed areas of 
deficiency and developed educational intervention (EI) (Derman, Arenovich, & Strauss, 
2010).  They then repeated the same process for the post-intervention audit. They utilize 
SPSS and Excel software programs for management of the data (Derman, Arenovich, & 
Strauss, 2010). 
  The third article reviewed conducted a study on 14 focus groups at five 
departments of Veterans Affairs facilities across the United States (Embi, Weir, 
Efthimiadis, Thielke, Hedeen, & Hammond, 2013).  They had a total of 129 participants 
within the study including: 54 physicians, 34 nurses and 37 administrators (Embi, Weir, 
Efthimiadis, Thielke, Hedeen, & Hammond, 2013).  This study applied qualitative 
methodology to identify a range of issues related to computerized provider 
documentation (CPD) (Embi, Weir, Efthimiadis, Thielke, Hedeen, & Hammond, 2013). 
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The individuals that were studied all had at least 2 years’ experience using the CPRS 
system (Embi, Weir, Efthimiadis, Thielke, Hedeen, & Hammond, 2013).  They utilized 
both inpatient and outpatient individuals for nursing and clinicians, as well as coders, risk 
managers, and quality assurance (Embi, Weir, Efthimiadis, Thielke, Hedeen, & 
Hammond, 2013). They utilized scripted interviews and surveys to conduct their study.  
 The fourth article was conducted with a retrospective analysis of visits for patients 
with Coronary Artery Disease (CAD) and Diabetes.  They were looking at outcome 
measures for 15 EHR based CAD and Diabetes measures being assessed at 30 days after 
the patient’s primary care visit (Linder, Schnipper, Middleton, 2012). They did a cross-
sectional analysis of data collected as a part of physician randomization. They utilized a 
system called Smart Forms (ClinicalTrials.gov Identifier: NCT00235040) (Linder, 
Schnipper, Middleton, 2012). They were focusing on the differences between the method 
of entry of documentation into the EHR system, dictation, structured documentation, and 
free text (Linder, Schnipper, Middleton, 2012). They used 10 primary care practices and 
conducted the study from March 3rd, 2007 to August 10th, 2007, a nine-month trial 
(Linder, Schnipper, Middleton, 2012). The statistical analysis was done using ANOVA 
(Linder, Schnipper, Middleton, 2012). 
Variables 
 The articles that were chosen had some similarities in their studies that were 
conducted. The table below is a comparison of the reviewed articles and their studies that 
were conducted. 
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Table 1: Comparison of Reviewed Studies 
Author(s), Year Participants, Survey Method Variables Results 
Yaron D Derman, Tamara 
Arenovich and John Straus, 
2010 
 12 physicians 
 Series of Wilcoxon signed ranked 
tests to compare pre and post 
Speech Recognition measures 
 Speech Recognition software 
 Usability 
 Quality 
 Time savings 
 Impact on care 
 Quality of documentation 
Six of the twelve completing the study 
favored the use of the Speech recognition 
for creating electronic progress notes of 
tradition method of entry. There was no 
clear perceived benefit from SR in terms of 
data entry time savings, quality of care, 
quality of documentation, or impact on 
clinical and administrative workflow. 
Esper & Walker, 2013.  Nurse Practitioners 
 Oncology 
 Educational Intervention 
 Smart phrases 
 Quality oncology practice imitative 
measures 
The post intervention audit demonstrated 
improvement 
in all areas addressed during the 
Educational Intervention noting the use of 
“Smart-Phrases” based on descriptive 
findings. Each area of compliance did 
increase by a percentage no less than 20 but 
no more than 50%. 
Embi, Weir, Efthimiadis, 
Thielke, Hedeen, & 
Hammond, 2013. 
 Physicians 
 Nurses 
 Administration 
 Transcripts 
 Linked data 
 Emergent themes 
 Workflows 
 Documentation 
 Communication 
 Coordination 
 Limitations 
 Concurrent 
 Interviews/surveys 
Concluded that even though 
computerization as dramatically changed 
the documentation process. The need for 
easy, fast, structured documentation can 
conflict with the need for reliable and 
retrievable information.  
Linder, Schnipper, 
Middleton, 2012.   
 Coronary artery disease 
documentation 
 Diabetes documentation 
 Partners primary care practice 
based research network 
 
 30 days after primary care visits 
 15 EHR based coronary artery disease 
and diabetes measures 
 Retrospective 
 
9% of physicians used dictation, 29% used 
structured documentation, and 62% used 
free text notes. In multivariable modeling 
adjusted for clustering by patient and 
physician, quality of care appeared 
significantly worse for dictators than for 
physicians using the other two 
documentation styles on three of 15 
measure 
The Results/Findings 
 The literature review results showed that even though EHRs are being adopted 
rapidly across the U.S. there is not much literature out there in regards to improvement of 
documentation. Because of this issue I have chosen to not only include documentation 
within the EHR to study, but also the method of entry for documentation in EHRs. When 
we are talking about documentation quality in the EHRs we also need to discuss how 
documentation gets into the EHR. If our method of entry is inaccurate so will our 
reporting. The mode of entry could be the deciding factor on the decrease in 
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documentation, errors in documentation, and overall inefficiencies. The first study that I 
looked at were comparing the traditional method of data entry, typing, to speech 
recognition (SR) software for providers. The research showed that six of the twelve 
providers leaned toward the SR software to create their notes. Even though the providers 
favored the SR there was no observed benefit to utilizing the SR software. The SR 
software did not change the data entry time, quality of care, quality of the documentation, 
or impact the workflow for the providers or administration (Derman, Arenovich, & 
Strauss, 2010). 
 The second article “Improving documentation of quality measures in the 
Electronic Health Record”, found that the “pre” EI, the facilities QOPI measures were 
well below 80% compliance rate in nine specific areas (Derman, Arenovich, & Strauss, 
2010). The second article had 28 NPs attend the EI, 13 medical oncology NPs, two 
surgical oncology NPs, one psych oncology NP, one clinical nurse specialist, and one NP 
supervisory had 28 NPs attend the EI (Derman, Arenovich, & Strauss, 2010). The post- 
intervention audit revealed an improvement in each of the nine areas of concern (Derman, 
Arenovich, & Strauss, 2010). Pain assessment documentation went from 83% compliant 
to 94% compliant, Mod or Severe % went from 16% to 26% compliant, plan for pain 
changed from 6-% to 82% compliant, appropriateness of pain plan rose 40%, prescription 
effect check rose 43% and hit100% compliance, bowel evaluation before medication rose 
25%, bowel after medication evaluation rose 6 %, emotional evaluation rose 21%, and 
emotional intervention rose 29% (Derman, Arenovich, & Strauss, 2010).  Even though 
each area did increase by at least 20%, the organizations still were not reaching optimal 
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compliance levels. This shows that even though the EHR can assist in documentation, it 
still has a lot of room for improvement overall.  
 The third study resulted in five distinct themes emerged from their analyses: 
communication and coordination; control and limitations of expressivity; information 
availability and reasoning support; workflow alteration and disruption; trust and 
confidence concerns (Embi, Weir, Efthimiadis, Thielke, Hedeen, & Hammond, 2013). In 
the first category of communication the researchers stated that specific clinical tasks and 
problems were hard to track from one note to another, and this impeded their ability to 
reconstruct events and details across multiple problems and encounters” (Embi, Weir, 
Efthimiadis, Thielke, Hedeen, & Hammond, 2013). The researchers also noted that 
additional time and effort were required to review documents in order to discern care and 
goals of the patient (Embi, Weir, Efthimiadis, Thielke, Hedeen, & Hammond, 2013). 
Under control and limitation of expressivity the researchers stated that the system would 
“force” them in how the information was inserted into the system. “Template-constrained 
language was often perceived to reduce bland standardized documents that facilitated 
regulatory and reimbursement compliance at the expense of clinically useful information 
(Embi, Weir, Efthimiadis, Thielke, Hedeen, & Hammond, 2013).  
Tension between the perspectives of clinicians and administrators was especially 
evident in discussions of control functionality inherent in the CPD system. In general, the 
administrative group valued the completeness afforded by templates, while the 
practitioner and nurse groups complained that while templates could help facilitate 
documentation, restrictive templates generated less informative documentation than free 
text (Embi, Weir, Efthimiadis, Thielke, Hedeen, & Hammond, 2013). 
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In the third section, availability, the researchers found that the CPD was thought 
to both improve, yet worsen information availability overall. Even though the 
documentation was location independent with quick access, now the documents were 
lengthy and jumbled with inserted, non-relevant text (Embi, Weir, Efthimiadis, Thielke, 
Hedeen, & Hammond, 2013). It was found that it was unorganized, hard to search for 
specific information, and confusing overall (Embi, Weir, Efthimiadis, Thielke, Hedeen, 
& Hammond, 2013). When discussing the workflow they found that keyboard entry of 
documentation was very time consuming and that it took away from the patient 
experience (Embi, Weir, Efthimiadis, Thielke, Hedeen, & Hammond, 2013). For the trust 
and confidence concerns administrators found that it was easier to monitor safety 
practices, but was leading to unreliable and untrustworthy documentation than what they 
had seen in the paper based record (Embi, Weir, Efthimiadis, Thielke, Hedeen, & 
Hammond, 2013). Documents such as the problem lists and the medication reconciliation 
record (MAR) were not updated consistently and were very misleading (Embi, Weir, 
Efthimiadis, Thielke, Hedeen, & Hammond, 2013). Overall they stated that the CPD 
systems should be improved with voice-to-text ability, hyperlinks to cross reference 
documents, automatic highlighting of copied text and more training (Embi, Weir, 
Efthimiadis, Thielke, Hedeen, & Hammond, 2013). Each group seemed to value different 
areas of the system. Practitioners and nurses emphasized data entry and interpretation 
(exemplified by the importance to them of CPD as a communications medium and 
information resource); administrative users considered documentation compliance with 
regulatory and billing requirements as most important (Embi, Weir, Efthimiadis, Thielke, 
Hedeen, & Hammond, 2013). 
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 The fourth article concluded that  “EHR-assessed quality is necessarily 
documentation-dependent, but physicians who dictated their notes appeared to have 
worse quality of care than physicians who used structured EHR documentation” (Linder, 
Schnipper, Middleton, 2012). From a total of 7,000 patients and 18,569 visits:   
The proportion of dictators in each practice ranged from 0% in three practices (of 8, 16, 
and 20 physicians) to 33% in two practices (of 9 and 6 physicians). The proportion of 
structured documenters in each practice ranged from 11% (1 of 9 physicians) to 67% (4 
of 6 physicians). The proportion of free text documenters in each practice ranged from 
0% (0 of 6 physicians) to 85% (17 of 20 physicians) (Linder, Schnipper, Middleton, 
2012). 
They also found that the providers that preferred dictations were older than those 
who utilized free text and templates.  This study discovered that quality of care appeared 
significantly worse for dictators than those that used the other documentation methods 
(Linder, Schnipper, Middleton, 2012). “Physicians who used structured EHR 
documentation appeared to have generally higher quality of care than the other two 
documentation styles, but also had the highest un-satisfaction rate overall (Linder, 
Schnipper, Middleton, 2012). With that said, they also found that no particular method 
met all of the documentation quality measures.   
Our findings are consistent with other studies showing that the simple presence of 
an EHR was not associated with improved quality, but use of certain EHR features, like 
the problem list, radiology result features, and visit note functionality were associated 
with improved quality (Linder, Schnipper, Middleton, 2012). 
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Limitations 
 Due to the reality, that each study from my data base search wielded different 
aspects of documentation, the research had some limitations. Since the documentation in 
EHRs is not limited to one field of study, one type of organization, or one type of user the 
research varied. The one study that was investigating speech recognition (SR) was only 
testing the speech recognition compared to manually entering the data (Derman, 
Arenovich, & Strauss, 2010). The study needed to be further broken down to the 
differences in SR software, especially comparing front-end SR to back-end SR (Derman, 
Arenovich, & Strauss, 2010). Front-end SR software is pre trained by the providers, 
reducing the possibilities of errors. Whereas back-end SR software the providers are able 
to transcribe day one and the software then begins to learn the provider’s dialect, accent, 
speed, etc. This type of SR needs to have an editor to fix any errors in the documentation. 
 The second articles limitations included the fact they only surveyed one facility 
with only one type of provider, NPs. They also felt that since the 18 NPs that participated 
in the EI, were also aware of the study being conducted and were aware that their charts 
were going to be re-audited in the close future, that this greatly influenced their 
documentation accuracy.  
 The limitations in the third study were related to the fact that the study was all 
done VA facilities. Many of the issues that they found they feel could be directly related 
to the VA not necessarily to the EHR systems themselves. They also felt that because 
they did all the interviews at one particular time that it was not all inclusive, as systems 
grow opinions may change.  
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 The limitations in the third study included speculation about causality, each 
visit did not have data about the documentation type utilized, and they did not consider 
any other types of documentation styles or methods. They used a fairly small sample size 
and the information was restricted to a set of 15 quality measures specific for CAD/DM 
patients. The fact that the patients that were seen by the older providers were in fact older 
than the rest of the population studied as well. They were also noted to be sicker than the 
rest of the studied population. So we cannot conclude that the transcription/dictation 
systems were the problem, but maybe that it is more difficult to document high quality 
care on sicker patients (Linder, Schnipper, Middleton, 2012). 
Analysis of the Results 
 There are other confounding factors affecting the quality of documentation in the 
EHR including the method of entry to document.  Based on the findings of this literature 
review and the lack of sufficient articles to review, EHRS are being rapidly implemented 
but the quality of documentation has not been studied yet. There are a lot of websites out 
there that discuss EHRs and documentation, but not many peer reviewed literature 
articles. EHRs are fairly new in the Health Care System and just recently with the MU 
initiatives Health Care facilities are scrambling to implement them to avoid the penalties. 
I believe that is why there is not much documentation out there on the improvement of 
documentation quality because they have not yet had time to do so, as they are still in the 
third stage of MU and implementations.  I believe in the next 5-10 years we will start to 
see studies on quality of care, and quality of documentation related to EHR systems.  In 
conclusion to the articles that were reviewed there is no definitive improvement overall 
due to EHR systems. Every facility and location is going to be slightly different based on 
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their rules and regulations, as well as the type of providers that are utilizing the EHR 
system. What is best for documentation and billing is said to be the most unsatisfactory 
method for providers. What works well for one, does not work for another. I do not 
believe there will ever be a system that has the best quality of documentation for patients 
and billing that the providers will approve of for workflow and feasibility. The EHRs 
have improved some aspects of care depending on what area you are looking at, but they 
still have a long ways to go in order to meet the quality that is expected for 
documentation.  For every area that seems to improve in the EHR there seems to be 
another area that has decreased in quality, practicality, usability, report ability, 
accountability and reliability, because of the EHR. I personally have seen the quality of 
documentation go down the tubes after implementing an EHR system with SR. I am 
hoping that the vendors will be able to provide us updates for the EHRs that will help in 
all of the above.  
 From my peer reviewed research paper on Documentation Quality in EHRs, my 
peers also agreed with my finding above and commented with “This paper is really 
relevant to what other HIM professionals are experiencing.  Documentation quality is and 
has been such a problem for many facilities.  If we couldn’t get it right in paper it’s going 
to continue to be a problem in the electronic version” (R. Estes, personal communication, 
October 1st, 2015). Another peer also agreed with the documentation and stated that they 
also get many complaints on the EHR systems and the usability of them (T. Collins, 
personal communication, October 1st 2015). Tammy also states “The topic is relevant and 
interesting.  It’s nice to read that her organization struggles with Provider adaption to an 
EHR like our organization does” (personal communication, October 1st, 2015). 
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Chapter 3 
Methodology 
In this section of the proposal you will find how the research was designed, the 
population that was selected to be studied, the facilities that were selected, the data 
collection procedures and software that will be utilized to analyze the data, the variables 
that will be utilized on the Qaultrics survey, the instruments that  will be utilized, the 
timeline and the  follow up on those items.  
  Research Design  
   The type of research design that is being proposed is to use is a Descriptive method, 
utilizing a survey. 
  Population and Sample Design   
   The population and sample that I will be choosing for my research on EHR 
documentation quality is within the North Eastern region of Pennsylvania.  I will be choosing 
all of the Acute Care Hospitals and their associated clinics to get two different sample 
perspectives on documentation.  Clinic documentation is the starting point of documentation, 
which leads into Acute Care documentation. This will allow me to see if the documentation 
is better or worse in either areas or just one specific. 
  Data Collection Procedures   
   I will be sending out an electronic survey to the medical records directors and/or the 
practice manager of the clinic. I will be sending a memorandum with the survey via e-mail 
to all the directors/managers explaining the research and the process in order for their 
understanding of my research.  I will then do follow up e-mails if I do not receive a response 
within a four-week period. After that time, if I still do not receive a response I will be 
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following up via phone to the directors/ managers to make sure they received the survey and 
or to make sure that it went to the correct person. If I still do not receive a response I will be 
excluding that facility from my data base.   
  Data Collection Instrument  
   The survey software Qaultrics was used to create, distribute, and collect the data.  
Qualtrics and Excel were the used to analyze the data collected.   
Timeline 
For this project it is being proposed that it is going to take a little over a few months 
to conduct. The timeline is going to be dependent upon response time and rate of response 
of the surveys. 
TIME LINE FOR RESEARCH PROPOSAL FOR EHR DOCUMENTATION 
  January February  March April May June July 
Design Survey               
research organizations that meet the criteria in the 
region               
Collect Organization's contact information               
Send out survey               
Collect Surveys               
Follow up on any missing surveys               
Collect the data from the surveys into the data base               
Analyze the data               
Perform final test and analysis               
Write conclusion and paper               
 
Data Analysis: 
  This area is going to discuss the overall response rate of the survey that was 
conducted, the profile of the population selected, reliability of the scales that were selected 
in the survey and questions selected, research questions and lastly the level of significance.  
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Response Rate: 
 Thirty online surveys via E-mail were sent out twice. Fourteen responses were 
received within the three-week time period. Follow up with those individuals that stated their 
organization was blocking the survey link, was followed up with an electronic print out of 
the survey. Only received one out of five back. This was also included in the twelve overall 
responses.  According to Qualtrics there was a 38% drop out rate in completing the survey. 
Even though only Fourteen surveys were completed these surveys were from the biggest 
hospitals in the Northeastern Pennsylvania (NEPA) region 
Representativeness of Sample: 
 The sample that was chosen was the Northeastern Pennsylvania Region. This 
includes, Bradford county, Clinton, Columbia, Luzerne, Lycoming, Monroe, Montour, Pike, 
Sullivan county, Susquehanna, Schuylkill, Tioga, and Wayne counties. See Appendix D for 
a graph of the counties that were selected and the counties in which hospitals responded.  
Profile of Sample or Population:  
 Within the counties that were selected, an electronic survey was sent to the largest 
most well-known facilities within that region. This included the following: Evangelical, 
Guthrie Clinic- Troy Community Hospital, Jersey Shore, Guthrie Clinic- Robert Packer 
Hospital, Guthrie Clinic- Corning Community Hospital, Danville State Hospital, Geisinger- 
Danville, Susquehanna Health Williamsport, Susquehanna Health- Muncy Hospital, 
Reading Hospital, Towanda Memorial Hospital, Tyler Memorial Hospital, Reading Hospital, 
Pinnacle Health, Hershey Medical Center, Schuylkill Hospital, Saint Joseph’s Hospital, 
Summerset Hospital, and Geisinger- Wyoming Valley. Even though Corning Community 
Hospital is in New York state, it is a part of the Guthrie Clinic Organization so it was included 
within this survey. Other smaller facilities were also selected to receive a survey. 
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Reliability of Scales in Instrument: 
 
 There were multiple different scales used in the survey instrument, to best depict the 
information being presented. Each question was not mandatory, so there were some 
questions that were not answered by every individual surveyed. See Survey in Appendix E.  
Research Questions: 
 When reviewing the research questions they will be evaluated against overall number 
of responses, percentage of responses for that particular question, percentage of responses 
for one particular variable in the question and how it compares to the other variables in the 
question.  
Summary of Chapter  
 The NEPA region was selected for the survey, picking the most well know facilities 
in the region to see how they compare with EHR implementation and documentation. The 
survey is an online survey for ease of use for the respondents as well as for easiest follow 
up methodology. Each question has been formatted with the best reliability scale to get the 
information that we are looking for, whether it be a whole number or a percentage.  
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Chapter 4- Results 
 
Results: 
 This Chapter is going to go over the final analysis and the results from the 
electronic survey that was conducted. Including the response rates of the sample 
population, representativeness of the sample, reliability of the instrument, and the 
research questions and their statistical analysis from the survey instrument.  
Response Rate of Sample/Population: 
There was a 38% drop out rate of those that started the survey and did not 
complete it. Out of thirty surveys sent out Fourteen responses were received, with a 47% 
response rate. There was an even response rate across the counties that was selected. 
Representativeness of Sample: 
 The hospitals that were chosen were the most recognized hospitals in NEPA. The 
survey was sent to the Medical Records Departments. There were many Directors, Managers 
and Supervisors that completed the survey.  They were chosen to take the survey because 
they are holders of the medical record documentation quality and quantity reviews and 
statistics for the hospitals.  
Profile of Sample/Population: 
See Appendix D, Map of counties selected for a visual of facilities selected and the 
counties in the NEPA region.  There was at least one major facility selected within the 
counties in the NEPA region. Of those facilities selected 18 responses were received.  
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Reliability of Instrument: 
 The survey was sent to thirty different facilities in NEPA. Out of the thirty surveys 
sent, fourteen responses were received, with a 47 percent response rate. The instrument is 
based upon statistics and opinions of the EHR system.  
Research Questions: 
  The first research question of the name of the respondent is excluded from this 
thesis for privacy purposes, but was used in order to make sure there were not duplicate 
surveys as well as to do follow up on those that have not responded to the survey within 
the timeframe needed.  
 The second research question is also being excluded for privacy purposes but was 
used to follow up as well.  
 The third research question, “What is your position title?”, had thirteen responses 
out of the Fourteen overall responses.  
0
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The fourth question, “Does your organization have an Electronic Health Record 
(EHR) installed?” had 14 responses. Of those 14 responses 13 had an EHR system at 
their Facility totaling 93%. 7 % of the respondents, 1, did not have an EHR system.  
# Answer  
 
Response % 
2 In the transition  
 
0 0% 
3 No   
 
1 7% 
1 Yes   
 
13 93% 
 Total  14 100% 
Statistic Value 
Min Value 1 
Max Value 3 
Mean 1.14 
Variance 0.29 
Standard Deviation 0.53 
Total Responses 14 
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Question number 5, “What Year was your EHR implemented? Please put in the 
format of YYYY (example: 2010)”, had 8 responses. Of the 8 responses, 3 facilities 
EHRs were implemented in 2001, 3 facilities were implemented in 2012, 1 facility in 
2009, and 1 facility in 2005. 
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4
RESEARCH PROPOSAL FOR EHR DOCUMENTATION 
xxxiii 
 
0%
10%
20%
30%
40%
0% 0% 0% 0% 0%
25%
38% 38%
Stage of Meaningful Use EHR is in  by Percentage
Question 6, “Which stage of implementation is your organization on? From the 
HIMSS level”. There were 8 respondents out of the 14 that took the survey with a 
response rate of 57% for this question. Of those that responded 38% were in Stage 7, 
38% were unsure of which stage they were in, and 25% of the facilities are in stage 6.  
# Answer  
 
Response % 
1 Stage 0 -All three ancillaries not installed  
 
0 0% 
2 
Stage 1- Ancillaries- Lab, Rad, Pharmacy- All 
Installed 
 
 
0 0% 
3 
Stage 2- CDR, Controlled Medical Vocabulary, 
CDS, may have Document Imaging; HIE capable 
 
 
0 0% 
5 
Stage 4- CPOE, Clinical Decision Support (clinical 
protocols) 
 
 
0 0% 
6 Stage 5- Closed loop medication administration  
 
0 0% 
7 
Stage 6- Physician Documentation (structured 
templates), full CDSS (Variance & compliance), 
full R-PACS 
  
 
2 25% 
8 
Stage 7- Complete EMR; CCD transactions to 
share data; Data warehousing; Data continuity with 
ED, ambulatory, OP. 
  
 
3 38% 
9 Unsure   
 
3 38% 
 Total  8 100% 
Statistic Value 
Min Value 7 
Max Value 9 
Mean 8.13 
Variance 0.70 
Standard Deviation 0.83 
Total Responses 8 
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Question 7, If you are in the process of the implementation what is your set 
completion date, had only 3 responses out of the 14, at a response rate of 21%. Of those 
that did respond have an anticipated completion date of 2017 and 2018. It is a general 
assumption that the remaining facilities have EHRs that went “big bang” and 
implemented the entire system at once.  
# Question 2016 2017 2018 2019 2020 2021 2022 2023+ Total Responses Mean 
1 
Set Completion 
Date: 
0 2 1 0 0 0 0 0 3 2.33 
Statistic Set Completion Date: 
Min Value 2 
Max Value 3 
Mean 2.33 
Variance 0.33 
Standard Deviation 0.58 
Total Responses 3 
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Question 8, What Electronic Health Record System does your organization 
utilize, had 8 responses of the 14 respondents, at a 57% response rate. 
# Answer  
 
Response % 
1 Epic   
 
6 75% 
2 McKesson  
 
0 0% 
3 AllScripts  
 
0 0% 
4 NexGen  
 
0 0% 
5 Cerner   
 
1 13% 
6 AmazingCharts  
 
0 0% 
7 Meditech   
 
1 13% 
8 GE Centricity  
 
0 0% 
9 Care360  
 
0 0% 
10 Athena EMR  
 
0 0% 
11 Open EMR  
 
0 0% 
12 GreenWay EMR  
 
0 0% 
13 eClinical Works  
 
0 0% 
14 Practice Fusion  
 
0 0% 
15 Other  
 
0 0% 
 Total  8 100% 
Statistic Value 
Min Value 1 
Max Value 7 
Mean 2.25 
Variance 5.64 
Standard Deviation 2.38 
Total Responses 8 
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Question 9, Is your hospital a Teaching Hospital, 8 responded at a 57% response 
rate. Of those that responded 5 were not a teaching facility and 3 facilities were teaching 
facilities.  
# Answer  
 
Response % 
1 Yes   
 
3 38% 
2 No   
 
5 63% 
 Total  8 100% 
Statistic Value 
Min Value 1 
Max Value 2 
Mean 1.63 
Variance 0.27 
Standard Deviation 0.52 
Total Responses 8 
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Question 10, How many Residents/Providers does your facility have, had 8 total 
respondents at a 57% response rate. Of those that responded 6 facilities had less than 50 
providers, two facilities had less than 50 residents, one facility had between 101-150 
residents, one facility had 151-200 providers, and one facility had more than 251 
providers. 
# Question 
Less 
Than 
50 
51-100 
101-
150 
151-
200 
201-
250 
251+ 
Total 
Responses 
Mean 
1 Residents 2 0 1 0 0 0 3 1.67 
2 Providers 6 0 0 1 0 1 8 2.00 
Statistic Residents Providers 
Min Value 1 1 
Max Value 3 6 
Mean 1.67 2.00 
Variance 1.33 3.71 
Standard Deviation 1.15 1.93 
Total Responses 3 8 
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Question 11, What type of documentation system does your organization utilize 
(Mark all that apply), had 8 responses, at a 57% response rate. Of those 8 facilities that 
responded all 8 had Voice Recognition systems, 7 also had Direct keyboard entry into the 
EHR (Free text) as well as Direct keyboard entry with premade templates. 5 of the 
facilities also still were utilizing the traditional transcription/dictation systems. 
# Answer  
 
Response % 
1 
Direct keyboard entry into EHR 
(free text) 
  
 
7 88% 
2 
Direct Keyboard Entry into 
EHR with Premade Templates 
  
 
7 88% 
3 Voice Recognition software   
 
8 100% 
4 
Traditional 
Transcription/Dictation system 
  
 
5 63% 
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Question 12, If you have multiple methods of documentation, select your 
provider’s preference? This question had a 57% response rate. Overall the preferred 
method of entry into the electronic health record, at 50%, is direct keyboard entry with 
premade templates that are tailored to their department, specialty, and procedures.  The 
second most preferred method of entry, at 38%, is the Voice Recognition software, such 
as Dragon Dictation system. The third most desired method of entry at 13% is the 
traditional dictation system.  The least preferred method for detailed documentation is the 
Direct keyboard entry with free text methodology.  Of the responses 38% of the 
respondents were unsure of which method of entry truly yielded the most detailed 
documentation.  
# Answer  
 
Response % 
1 
Direct keyboard entry into EHR 
(free text) 
 
 
0 0% 
2 
Direct Keyboard Entry into 
EHR with Premade Templates 
  
 
4 50% 
3 Voice Recognition software   
 
3 38% 
4 
Traditional 
Transcription/Dictation system 
  
 
1 13% 
5 Unsure   
 
3 38% 
Statistic Value 
Min Value 2 
Max Value 5 
Total Responses 8 
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Question 13, Which input method yields the most detailed documentation? This 
question was a multiple selection question, with the option to mark all that apply.  63% of 
the responses felt that the Voice Recognition software yielded the most detailed 
documentation, with the Transcription/ Dictation system coming in second with 50% of 
the responses.  25% stated they were unsure which method yielded the most detailed 
documentation. 
# Answer  
 
Response % 
1 
Direct  keyboard entry 
into EHR (free text) 
  
 
1 13% 
2 
Direct Keyboard Entry 
into EHR with Premade 
Templates 
  
 
2 25% 
3 
Voice Recognition 
software 
  
 
5 63% 
4 
Traditional 
Transcription/Dictation 
system 
  
 
4 50% 
5 Unsure   
 
2 25% 
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Question 14, What time-line does your organization have for provider 
delinquencies. This question was used to see how the organizations hold providers 
accountable for their documentation.  Overall History and Physicals are required to be 
done at all facilities within 24 hours after admission. 63% of Provider signatures are 
required within 30 after discharge, 25% within 7 days’ past discharge and 13 % were 
other.  Operative reports, 13% were within 30 days’ post discharge, 38% 24 hours after 
Admission/ Operation, and 50% were within the other category. Consultation reports 
were all over across the board with 13% within 30 days’, 13% within 7 days’ post 
discharge, 13% within 3 days’ post discharge, 25% within 24 hours after admission, and 
25% stated other. Discharge summaries 13% stated that they are required within 30 days’ 
post discharge, 38% within 7 days’ post discharge, 25% within 3 days’ post discharge, 
and 13% stated other.  
# Question 
Within 
30Days 
past 
Discharge 
Within 10 
days past 
discharge 
Within 7 
days past 
discharge 
Within 3 
days past 
discharge 
At the time 
of 
Discharge 
At the time 
of 
Admission 
24 hours 
after 
Admission 
48 hours 
after 
Admission 
Other 
Total 
Responses 
1 
Provider 
Signatures 
5 0 2 0 0 0 0 0 1 8 
2 
History and 
Physicals 
0 0 0 0 0 0 8 0 0 8 
3 
Operative 
Reports 
1 0 0 0 0 0 3 0 4 8 
4 
Consultation 
Reports 
1 0 1 1 0 0 2 0 2 7 
5 
Discharge 
Summaries 
1 0 3 2 0 0 0 0 1 7 
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Statistic 
Provider 
Signatures 
History and 
Physicals 
Operative Reports 
Consultation 
Reports 
Discharge 
Summaries 
Min Value 1 7 1 1 1 
Max Value 9 7 9 9 9 
Mean 2.50 7.00 7.25 5.71 3.86 
Variance 7.71 0.00 7.36 9.57 6.14 
Standard 
Deviation 
2.78 0.00 2.71 3.09 2.48 
Total Responses 8 8 8 7 7 
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Question 15, Based on historical baselines for documentation delinquencies in the 
paper record, have the documentation delinquencies increases, decreased, remained the 
same, or unsure.  Overall 63% of respondents stated that the baseline documentation 
delinquencies for History and Physicals(H&Ps) decreased for their facility. 25% of 
respondents felt that the documentation for H&Ps remained the same, and 13 % were 
unsure if the delinquencies increased, decreased, or remained the same. Overall 63% of 
respondents stated that the baseline documentation delinquencies for Operative Reports 
decreased for their facility. 25% of respondents felt that the documentation for Operative 
Reports remained the same, and 13 % were unsure if the delinquencies increased, 
decreased, or remained the same. Overall 63% of respondents stated that the baseline 
documentation delinquencies for Discharge Summaries decreased for their facility. 38% of 
respondents felt that the documentation for Discharge Summaries remained the same. 
 
 
# Question Increased Decreased 
Remained 
the Same 
Unsure 
Total 
Responses 
Mean 
1 
Baseline documentation 
Delinquencies for History and 
Physicals: 
0 5 2 1 8 2.50 
2 
Baseline documentation 
Delinquencies for Operative 
Reports: 
0 5 2 1 8 2.50 
3 
Baseline documentation 
Delinquencies for Discharge 
Summaries: 
0 5 3 0 8 2.38 
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Question 16, Please rank your Delinquency rates by percentage. This question was 
based upon a rating scale of 0% to 100%. The highest response rate was 57%, but the 
lowest response rate was 33%.  Delinquency rates before implementation had a minimum 
value of 10% and a highest delinquency rate of 90%. On average respondents ranked 
their delinquencies at 34.17%, with a standard deviation of 28.71. During implementation 
the organizations had a minimum value of 10% delinquency rate and a high of 90% 
delinquency rate with an average delinquency of 37.50, with a standard deviation of 
28.24. These two options show that the facilities feel that before and during the EHR 
implementation their delinquency rates only varied by 3.33% to the negative side. 
Looking at delinquency rats immediately after EHR implementation the minimum value 
decreased overall by 2%, at a rate of 8%. The maximum delinquency rate dropped overall 
by 10%, sitting now at a maximum of 80%. The average here was 34.33, which is 0.16% 
higher than the average value before implementation, and 3.7% better than the 
delinquency rates during implementation. Looking at delinquency rates 1-6 months’ post 
implementation of an EHR the rates did once again drop. The minimum value decreased 
to 7%, the maximum value decreased to 70% and the average delinquency rate changed 
to 26.83, which is an overall decrease of 7.34%.  Delinquency rates after 1 year post 
implementation had a minimum value of 0, which overall is a 10% decrease. Maximum 
value dropped 30% overall to a maximum value of 60%. With an average delinquency 
rate of 14.88% which is a 44% decrease in overall delinquency rates from Paper to 
Electronic. Current delinquency rates minimum value of 1% a maximum value of 60% 
with an average of 15%. Looking at these figures it shows that an implementation of an 
EHR system decreased the overall delinquency rates by 44%. 
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# Answer Min Value Max Value Average Value 
Standard 
Deviation 
Responses 
1 
Delinquency Rates Before 
Implementation 
10.00 90.00 34.17 28.71 6 
2 
Delinquency Rates During 
Implementation 
10.00 90.00 37.50 28.24 6 
3 
Delinquency Rates Immediately After 
Implementation 
8.00 80.00 34.33 25.77 6 
4 
Delinquency Rates 1-6 Months After 
Implementation 
7.00 70.00 26.83 22.51 6 
5 
Delinquency Rates After 1 year post 
Implementation 
0.00 60.00 14.88 20.41 8 
6 Current Delinquency Rates 1.00 60.00 15.00 20.91 7 
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Question 17, Has the Quantity of Documentation with the provider notes 
increased significantly, increased slightly, remained the same, decreased slightly, 
decreased significantly, N/A (unsure).  When looking at this question the quantity of the 
documentation of providers, also known as the amount of detail and documentation 
within the notes being dictated/transcribed/ or typed, more survey respondents felt that it 
decreased slightly overall, 38% of respondent, 12% of respondents felt that the 
documentation remained the same. 12% of respondents felt that documentation increased 
slightly, 25% of respondents felt that the documentation quantity increased significantly.  
When looking at the Quality of the documentation 50% of the respondents felt that the 
documentation quality decreased slightly, 13% felt the quality remained the same, 12% 
felt that it increased slightly, and 12% felt that it increased significantly, and 13% did not  
#  Question 
Increased 
Significantly 
Increased 
slightly 
Remained 
the Same 
Decreased 
Slightly 
Decreased 
Significantly 
N/A 
Total 
Responses 
Mean 
1  
Quantity of the Documentation of Providers 
(amount of detail within the notes) 
2 1 1 3 0 1 8 3.13 
2  Quality of the Documentation from Providers 1 1 1 4 0 1 8 3.50 
3  Turnaround time for Documentation from providers 2 2 0 1 2 1 8 3.25 
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feel they could make a determination. 
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3
4
Increased
Significantly
Increased
slightly
Remained
the Same
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Slightly
Decreased
Significantly
N/A
Documenation Quantity and Quality 
Quantity of the Documentation of Providers (amount of detail within the notes)
Quality of the Documentation from Providers
Turn around time for Documentation from providers
Increased 
Significantly
25%
Increased slightly
12%
Remained the Same
12%
Decreased Slightly
38%
Decreased 
Significantly
0%
N/A
13%
QUANTITY OF THE DOCUMENTATION OF PROVIDERS 
(AMOUNT OF DETAIL WITHIN THE NOTES)
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Statistic 
Quantity of the Documentation of Providers 
(amount of detail within the notes) 
Quality of the Documentation 
from Providers 
Turn around time for Documentation 
from providers 
Min Value 1 1 1 
    
Max Value 6 6 6 
Mean 3.13 3.50 3.25 
Variance 2.98 2.29 3.93 
Standard 
Deviation 
1.73 1.51 1.98 
Total Responses 8 8 8 
 
Increased 
Significantly
12%
Increased slightly
12%
Remained the Same
13%
Decreased Slightly
50%
Decreased 
Significantly
0%
N/A
13%
QUALITY OF THE DOCUMENTATION FROM PROVIDERS
Increased 
Significantly
25%
Increased slightly
25%Remained the Same
0%
Decreased Slightly
12%
Decreased 
Significantly
25%
N/A
13%
TURN AROUND TIME FOR DOCUMENTATION FROM 
PROVIDERS
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Question 18, Please rank the percentage of the Increase and Decrease in the 
Quantity and Quality of documentation. This question was on a percentage scale from 1 
to 100%. Not all respondents gave an answer to the values if they believed it increased 
they may not have answered anything on the decreased scale.  When looking at the 
percentage of increase in the Quantity of Documentation the minimum value was 2% 
increase, the maximum was 100% increase with an average increase of 36%. Percentage 
of increase in the Quality of Documentation ranged from a 1%increase to an 0% increase 
in the quality of documentation with an average of 36.20% increase of quality in 
documentation. Percentage of decrease in the Quantity of Documentation minimum value 
of 0%, maximum value of 80% with an average percentage of decrease in quantity of 
23.57. The respondents also felt that the percentage of decrease in the Quality of 
Documentation ranged from a minimum of 10% to a maximum of 60%. On average the 
respondents felt that there was a 33% decrease in the quality of documentation after 
implementation of the EHR system.   
# Answer 
Min 
Value 
Max 
Value 
Average 
Value 
Standard 
Deviation 
Responses 
1 Percentage of increase in the Quantity of Documentation 2.00 100.00 36.00 42.84 6 
2 Percentage of DECREASE in the Quantity of Documentation 0.00 80.00 23.57 30.37 7 
3 Percentage of INCREASE in the Quality of Documentation 1.00 80.00 36.20 33.35 5 
4 Percentage of DECREASE in the Quality of Documentation 10.00 60.00 33.00 21.10 5 
 
 
 
 
0
50
100
Min Value Max Value Average Value
2
100
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0
80
23.57
Decrease or Increase in the Quantity of Documentation
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Question 19, How would you rank the provider’s satisfaction with the EHR 
System?  There was a 57% response rate with this question. The overall consensus about 
the provider’s satisfaction with the EHR system is that they are somewhat satisfied in all 
categories presented ranging from 50% -75% of the responses rated the categories as 
some-what satisfied. The categories include: overall quality, overall ease of use, overall 
timeliness, look of the system, feel of the system, report ability within the system, and 
changes in productivity. 13% of the responses felt that the providers were very satisfied 
in the following categories: Overall quality, overall ease of use and report ability within 
the system. 13 % of the respondents rated the overall look of the system and quality as 
very dissatisfied.  25% rated the overall feel of the system as very dissatisfied.  
# Question 
Very 
Satisfied 
Somewhat 
Satisfied 
Neutral 
Somewhat 
Dissatisfied 
Very Dissatisfied N/A 
Total 
Responses 
Mean 
1 Overall Quality 1 4 1 1 0 1 8 2.75 
2 Overall Ease of Use 1 4 1 1 1 0 8 2.63 
3 Overall Timeliness 0 6 2 0 0 0 8 2.25 
4 Look of the System 0 6 0 1 0 1 8 2.75 
5 Feel of the System 0 5 0 1 0 2 8 3.25 
6 
Report ability within 
the System 
1 5 2 0 0 0 8 2.13 
7 
Changes in 
Productivity 
0 6 1 1 0 0 8 2.38 
Statistic 
Overall 
Quality 
Overall Ease 
of Use 
Overall 
Timeliness 
Look of the 
System 
Feel of the 
System 
Report ability within 
the System 
Changes in Productivity 
Min Value 1 1 2 2 2 1 2 
Max Value 6 5 3 6 6 3 4 
Mean 2.75 2.63 2.25 2.75 3.25 2.13 2.38 
Variance 2.50 1.70 0.21 2.21 3.36 0.41 0.55 
Standard Deviation 1.58 1.30 0.46 1.49 1.83 0.64 0.74 
Total Responses 8 8 8 8 8 8 8 
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Question 20, As a Health Information Manager/ Director are you pleased with the 
EHR system? It was very surprising that this question on received a 43% response rate. 
Overall 33-66% of respondents were very satisfied or satisfied with the EHR system. 
16% of the respondents rated the ease of use and report generation within the system as 
some-what dissatisfied.  
Statistic 
Overall 
Quality 
Overall Ease 
of Use 
Overall 
Timeliness 
Look of the 
System 
Feel of the 
System 
Report 
generation 
within the 
system 
(Delinquencies 
etc) 
Changes in 
Productivity 
Min Value 1 1 1 1 1 1 1 
Max Value 2 4 2 3 3 4 2 
Mean 1.50 1.83 1.33 2.00 2.00 2.17 1.67 
Variance 0.30 1.37 0.27 0.80 0.80 1.37 0.27 
Standard Deviation 0.55 1.17 0.52 0.89 0.89 1.17 0.52 
Total Responses 6 6 6 6 6 6 6 
 
# Question 
Very 
Satisfied 
Somewhat 
Satisfied 
Neutral 
Somewhat 
Dissatisfied 
Very 
Dissatisfied 
N/A 
Total 
Responses 
Mean 
1 Overall Quality 3 3 0 0 0 0 6 1.50 
2 Overall Ease of Use 3 2 0 1 0 0 6 1.83 
3 Overall Timeliness 4 2 0 0 0 0 6 1.33 
4 Look of the System 2 2 2 0 0 0 6 2.00 
          
5 Feel of the System 2 2 2 0 0 0 6 2.00 
6 
Report generation 
within the system 
(Delinquencies etc.) 
2 2 1 1 0 0 6 2.17 
7 
Changes in 
Productivity 
2 4 0 0 0 0 6 1.67 
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 Question 21, Do you have any additional comments you would like to add? There 
were not many additional comments for the survey but those that did comment also 
mentioned the copy/paste functionality and the deteriorated notes due to poor typing and 
misinterpretation of speech recognition.  
Text Response 
None 
Delinquency rate was just changed last year November 2015 to 14 days for Chart 
Completion; 72 hours for Consults; 24 hours for Op Rpt and 72 hours for D/C Summ 
Difficult to assess MD satisfaction.  My sense is great strides in ready availability of 
test results and readability due to elimination of penmanship, but there is a tendency to 
copy too much, and quality of some provider notes has deteriorated due to poor typing 
and misinterpretation of speech recognition. 
 
0
1
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3
4
5
Overall
Quality
Overall Ease of
Use
Overall
Timeliness
Look of the
System
Feel of the
System
Report
generation
within the
system (
Delinquencies
etc)
Changes in
Productivity
HIM Management Satisfaction with EHR System
Very Satisfied Somewhat Satisfied Neutral Somewhat Dissatisfied Very Dissatisfied N/A
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Summary of Chapter 
 The responses to the survey were what was expected by doing the literature 
review. There were no surprises in the responses and the response rate of 57% in the 
NEPA region, which is a very rural region overall was very successful. The responses 
that were received were from the major facilities in the NEPA region and all had a 
very similar response rate.  
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Chapter 5- Conclusions and Recommendations 
 
Summary, Conclusions and Recommendations: 
 This chapter will be going over the findings of the survey in comparison with 
the literature review and prior hypothesis. This chapter will also go over the overall 
conclusion, the implications of the study and any recommendations for organizations 
moving forward with EHR implantations and documentation changes. 
Summary of Findings: 
 Overall the findings of the survey were pretty conclusive of the literature review 
and the hypothesis when starting this research. The research was conducted because the 
fast paced implementation of EHRs due to the MU incentives and fines and the lack of 
system functionality or training in many cases that are resulting in a decrease in quality and 
quantity of provider documentation overall. While working as a Health Information 
Manager at one of the largest facilities in NEPA and now working as a Revenue Cycle 
Supervisor for the same organization the documentation quality and quantity was definitely 
noticed. The question was posed was this just us seeing this decrease in quantity and 
quality or is this an overall result of the EHR implementation across the board.  
 Even though statistics and the survey both show that the delinquency and 
deficiency numbers have decreased and the overall turnaround times have increased 
significantly, the work that is being done is nowhere near the quality and quantity that it 
used to be with the traditional dictation system.  Now that the providers are responsible for 
all edits, directly typing into the system or reviewing their own notes without a second 
proof reader the quality has decreased tenfold.  
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Conclusions:  
Research that was done by Linder, Schnipper, and Middleton stated that “Our 
findings are consistent with other studies showing that the simple presence of an EHR 
was not associated with improved quality” (2012). Their study and the current study was 
also indicative that just implementation and EHR did not change the quality of the 
documentation the way that MU and CMS were pushing for.   
In a study done by Yaron D Derman, Tamara Arenovich and John Straus, “Six of 
the twelve completing the study favored the use of the Speech recognition for creating 
electronic progress notes of tradition method of entry. There was no clear perceived 
benefit from SR in terms of data entry time savings, quality of care, quality of 
documentation, or impact on clinical and administrative workflow” (2010). The current 
study also showed that most providers prefer premade templates, at 50%, and voice 
recognition systems, at 38% as well as 63% felt that the Voice recognition systems 
yielded the better documentation.  In conclusion the study did show that most facilities 
did have an EHR implemented and were on the later stages of MU overall, but it also did 
show that the EHR systems have not improved the Quality and Quantity of 
documentation like CMS and other organizations had hoped would happen.  
Implications of Study: 
 The results of the survey have proven that documentation turnaround time has 
decreased overall. H&P’s, Operative Reports, Discharge Summaries are now being done in 
a timely manner while the patients are still in the hospital on a concurrent basis, versus a 
retrospective basis. This increases patient safety having documentation done one time. The 
delinquency rates have significantly gone down since implementation of EHR systems. 
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The study also shows that the quality and quantity of the documentation that is being done 
on a concurrent basis is not where it needs to be for patient safety, hospital standards, and 
coding and billing to the highest level of specificity. There was a pretty big difference in the 
opinions of the increase and decrease of documentation, some stated there was and 80% 
decrease in documentation others said there was an 100% increase in documentation for the 
maximum values, but on average they felt that 32-36 percentage of increase or decrease in 
documentation quality and quantity. Satisfaction of the EHR systems for HIM personnel are 
satisfied or very satisfied with the system.  Providers are somewhat satisfied with the system.  
Recommendations: 
 Based on the results of the study, there should be an even more in depth survey and 
research done on EHRs and documentation quality and quantity.  A study should dig deep 
into specific EHRs and compare if there is one EHR system that does better with 
documentation then another, as well as if there is one voice recognition system that can 
translate provider dictation with less errors then others. This would take over a year to do a 
conclusive study and reach out to a wider range of facilities then just the NEPA region.   The 
study should also take into consideration the training time with the EHR implementation. 
One study could lead into multiple studies and research to drill down and pin point what the 
major issue is with deterioration in documentation quality and quantity.  
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Appendix A 
Potential Future Research Topic: 
I would like to do research on the quality of documentation in the electronic health record 
(EHR), including methods of entry such as; dictations, voice recognition, direct entry 
with free text, and direct entry with predefined templates. The purpose is to see if the 
implementation of the EHRs have increased or decreased the overall quality, and quantity 
of the provider documentation within the medical record at all levels of care.  
Table 3: SWOT Analysis 
MY STRENGTHS IN THIS RESEARCH 
 
1. Having access to my colleagues and their 
experiences with direct access to provider 
documentation.  
2. My organizational skills and ability to collect and 
analyze the data that is presented. 
3. Firsthand experience with working with the EHR 
and provider documentation.   
4. Knowledge of the data management systems, as 
well as Lean Six Sigma processes of projects from 
start to finish.  
5. Experience using Qualtrics surveys and 
experience with conducting and analyzing surveys 
to gain data for the project.  
MY WEAKNESSES IN THIS RESEARCH 
 
6. I am no longer working in a Health Care facility so I 
do not have hands on data. 
7. If I do not have direct access I would have to rely on 
the data given to me from other organizations. 
8. Not all organizations will have the same EHRs, Voice 
recognition systems, and templates. 
9. This project will have time constraints as you will 
have to send out surveys, with ICD-10 go live just 
happening   I feel they will not have time to do 
surveys.  
10. Everyone’s definition of quantity and quality may be 
different. 
11. I am also weak in researching skills.  
MY OPPORTUNITIES  IN THIS RESEARCH 
 
1. This research will allow us to find out what 
documentation is lacking in the health care 
organizations. 
2. This will also allow us to see the number  and 
type of documents that are lacking documentation 
3. This will also allow us to understand where we 
need to go in regards to training and education for 
HIM staff, Students and providers.  
4. This will allow us to make suggestions to vendors 
for implementation to make the process easier and 
more efficient for providers to document 
accurately, timely, and of quality. 
5. This will allow us to analyze trends in our 
documentation rates. 
 
MY THREATS  IN THIS RESEARCH 
 
12. There may be some opposition to changing the ways 
of documentation. 
13. Time constraints with the recent go live of ICD-10, 
managers are very tight with their time due to the 
learning curve.   
14. Hospitals may not be willing to share their 
documentation results with me.  
15. Hospitals may not know their percentages of 
documents that are lacking quality and quantity, other 
than their delinquency rates. 
16. Not having current access to actual records. 
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Appendix B 
Survey Variables 
 
 
 
 
 
 
 
 
 
 
Table 2: Survey Variables 
Hospital Clinic Type of 
Documentatio
n 
Standards for 
Documentation 
Delinquency 
Rates 
Type of EHR Type of Entry  Quality 
checks done 
Error Rates 
Location Location History and 
Physical 
24 hours 
1 day 
Paper Baseline EPIC Voice 
Recognition 
Yes Type  
Bed size  Number of 
Providers 
Consultations 48 hours 
2 days 
Current Rates Allegiance Free Text No Number 
Departments and 
specialties within 
the hospital 
Specialties Discharge 
Summary 
72 hours 
3 days 
 McKesson Dictation Type Document 
Number of 
physicians 
Location Operative 
Reports 
30 days  NextGen Templates  Frequency 
If the facility is a 
teaching facility 
Affiliation/ 
private 
   Cerner Combination  Follow-up 
If so the number 
of residents 
    Allscripts    
Location     Optum    
     Meditab    
     Other    
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Appendix C 
Methodology Flow Chart 
 
 
 
Appendix D 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Research Question Identified: Quality Documentation within 
the EHR 
Potentially Relevant Articles 
identified and screened for retrieval 
n= 219 
Potential articles  that did not 
have sufficient information 
within title or abstract  n=180  Articles relevant 
based on title and 
abstract 
Full Text 
Article? 
Met criteria n=10 
Did not meet 
criteria Excluded 
n=29 
Yes Met criteria 
n=2 
No Did not meet 
criteria Excluded 
n=178 
Full Text 
Article? 
Met criteria n=39 
S1=EHR, EMR, Electronic Medical Record, Electronic Health 
Record, Computerized Patient record, Computerized 
medical Record 
 ( n= 18,029) 
S2= quality of documentation, errors in 
documentation, reduced documentation, gaps in 
documentation, quality of documentation, errors in 
documentation, lack of documentation and quality 
assessments ( n= 31,097) 
S1 AND S2 (n= 1,726) 
Articles used for 
Literature review 
n=4  
Limited criteria further for 
English/human/US 
Met criteria n=3 
Did not meet 
criteria 
 Excluded n=7 
Limited criteria further for 
English/human/US 
Met criteria n=1 
Did not  meet 
criteria n=1 
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Appendix D 
Map of Counties selected. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RESEARCH PROPOSAL FOR EHR DOCUMENTATION 
lxvi 
 
Appendix E 
Survey 
Q1. Your Name 
Q2. Name of your Organization: 
Q3. Position Title: 
Q4. Does your organization have an Electronic Health Record (EHR) installed? 
o Yes  
o In the transition  
o No  
Q5. What Year was your EHR implemented? Please put in the format of YYYY (example: 2010) 
Q6. Which stage of implementation is your organization on? From the HIMSS level. 
o Stage 0 -All three ancillaries not installed  
o Stage 1- Ancillaries- Lab, Rad, Pharmacy- All Installed  
o Stage 2- CDR, Controlled Medical Vocabulary, CDS, may have Document Imaging; HIE 
capable  
o Stage 3- Nursing/Clinical Documentation (flow sheets), CDSS (error checking), PACS 
available outside Radiology  
o Stage 4- CPOE, Clinical Decision Support (clinical protocols)  
o Stage 5- Closed loop medication administration  
o Stage 6- Physician Documentation (structured templates), full CDSS (Variance & 
compliance), full R-PACS  
o Stage 7- Complete EMR; CCD transactions to share data; Data warehousing; Data 
continuity with ED, ambulatory, OP.  
o Unsure  
Q7. If you are in the process of the implementation what is your set completion date? 
 
Q7. If you are in the process of the implementation what is your set completion date? 
 
Q8. What Electronic Health Record System does your organization utilize? 
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o Epic  
o McKesson  
o AllScripts  
o NexGen  
o Cerner  
o AmazingCharts  
o Meditech  
o GE Centricity  
o Care360  
o Athena EMR  
o Open EMR  
o GreenWay EMR  
o eClinical Works  
o Practice Fusion  
o Other  
Q9. Is your hospital a Teaching Hospital? 
o Yes  
o No  
Q10. How many Residents/Providers does your facility have? 
 
   
 
 
Q11. What type of documentation system does your organization utilize (Mark all that apply) 
 Direct keyboard entry into EHR (free text)  
 Direct Keyboard Entry into EHR with Premade Templates  
 Voice Recognition software  
Traditional Transcription/Dictation system  
 
Q12. If you have multiple methods of documentation, select your providers preference? 
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 Direct keyboard entry into EHR (free text)  
 Direct Keyboard Entry into EHR with Premade Templates  
 Voice Recognition software  
 Traditional Transcription/Dictation system  
 Unsure  
Q13. Which input method yields the most detailed documentation? (Mark all that apply in your 
opinion) 
 Direct keyboard entry into EHR (free text)  
 Direct Keyboard Entry into EHR with Premade Templates  
 Voice Recognition software  
 Traditional Transcription/Dictation system  
 Unsure  
Q14. What time-line does your organization have for provider delinquencies. 
 
Q15. Based on historical baselines for documentation delinquencies in the paper record, have the 
documentation delinquencies:  
 
 
Q16. Please rank your Delinquency rates by percentage: 
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Q17. Has the Quantity of Documentation with the provider notes:? 
 
Q18. Please rank the percentage of the Increase and Decrease in the Quantity and Quality of 
documentation: 
RESEARCH PROPOSAL FOR EHR DOCUMENTATION 
lxx 
 
 
 
Q19. How would you rank the provider’s satisfaction with the EHR System? 
 
Q20. As a Health Information Manager/ Director are you pleased with the EHR system? 
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Q21. Do you have any additional comments you would like to add? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix F 
Survey Question Statistics 
Question Response Rates  
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Your Name  10(55.56%) 
Name of your Organization:  13(72.22%) 
Position Title:  13(72.22%) 
Does your organization have an Electronic Health Record (EHR) installed?  18(100%) 
What Year was your EHR implemented? Please put in the format of YYYY (example: 2010)  8(44.44%) 
Which stage of implementation is your organization on? From the HIMSS level.  11(61.11%) 
If you are in the process of the implementation what is your set completion date?  11(61.11%) 
What Electronic Health Record System does your organization utilize?  11(61.11%) 
Is your hospital a Teaching Hospital?  11(61.11%) 
How many Residents/Providers does your facility have?  11(61.11%) 
What type of documentation system does your organization utilize (Mark all that apply)  11(61.11%) 
If you have multiple methods of documentation, select your provider’s preference?  11(61.11%) 
Which input method yields the most detailed documentation? (Mark all that apply in your opinion)  11(61.11%) 
What time-line does your organization have for provider delinquencies.  11(61.11%) 
Based on historical baselines for documentation delinquencies in the paper record, have the 
documentation.  
11(61.11%) 
Please rank your Delinquency rates by percentage:  11(61.11%) 
Has the Quantity of Documentation with the provider notes:  11(61.11%) 
Please rank the percentage of the Increase and Decrease in the Quantity and Quality of 
documentation.  
11(61.11%) 
How would you rank the provider’s satisfaction with the EHR System?  11(61.11%) 
As a Health Information Manager/ Director are you pleased with the EHR system?  11(61.11%) 
Do you have any additional comments you would like to add?  4(22.22%) 
Question  
Total Responses 18 
 
